I have seen a case of profuse haemorrhage from rupture of a vein on the surface of a fibroid polypus, and several cases have been recorded where a vessel on the peritoneal surface has given way, but I think that rupture of a vein in the endometriunm, large enough to be easily visible to the naked eye, must be rare, and that it is sufficiently interesting to be brought before this Section.
Report of the Pathological Commaittee.-The Committee report as follows on Dr. Russell Andrews's specinmen showing a ruptured endometrial vessel. " We agree with the view that the haemorrhage was due to a ruptured vessel in one of a nunmber of telangiectatic patches occurring in a fibroid."
DISCUSSION.
Dr. HERBERT SPENCER called attention to a record of a similar case of Dr. Matthews Duncan, reported in the Edinburgh Medical Jouirnal, 1867, P. 634.
Dr. ANDREWS, in reply to the President (Dr. W. S. A. Griffith), said that he had not cut sections of the ruptured vein, as this would have spoilt the specimen for demonstration. He promised to show sections at a later meeting.
Case of Ovarian Pregnancy.
By ARTHUR E. GILES, M.D., and CUTHBERT LOCKYER, M.D. THE history of this case was as follows: Mrs. P., aged 32, consulted me in June, 1906, on the ground that she had been married for four years and had not become pregnant. She was very desirous of having a child, and wanted to know whether there was anything to account for her sterility. She stated that her general health was very good, that she had no leucorrhcea, and that intercourse presented no difficulties.
Menstrual history: Menstruation was regular, though seldom exact to the day; the quantity was mloderate as a rule, but latterly it had been, if anything, too little. For one and a half to two years it had not been accompanied by pain. Further questioning brought out the fact that she had once missed a period-namely, in the previous Januaty. Soon afterwards she suffered from sickness in the morning,. and she thought at the time that she might have become pregnant; but in February menstruation came on much as usual. On vaginal examination, the uterus was normal in size and position; there was no undue anteflexion, and the cervix and external os appeared to be normal. On the right side of the uterus there was a rounded swelling about the size of a duck's egg. In view of the history, I expressed the view that it was a case of extra-uterine pregnancy, and advised operation. As the patient felt quite well, and had come merely to ask as to the possibility of pregnancy, the suggestion that an early operation was advisable naturally came as a great shock, and she and her husband very properly expressed the desire to obtain a second opinion. Accordingly, the next day she consulted Mr. (now Sir John) Bland-Sutton, who confirmed the diagnosis of an abnormal pelvic swelling, and endorsed the recommendation for an operation.
Three days later I operated, and on opening the abdomen found that the tumour was right ovarian; the right tube appeared quite normal, and the left ovary and tube were healthy. There were a few very slight adhesions round the ovarian swelling, and they gave no trouble. The affected ovary with its tube were removed, and the abdomen was closed. Convalescence was normal, and the patient left the home on the twentieth day. I asked Dr. Cuthbert Lockyer to make a histological examination of the specimen, and it was soon evident that we had to do with a case of quite exceptional interest-namely, an unruptured ovarian pregnancy. Dr. Lockyer's-description of the pathological and histological characters of the specimen, and the drawings of the specimen and of the microscopic sections, leave no doubt about the two facts that it is an ovarian pregnancy, and that it is unruptured.
The histological characters do not shed much light on the stage to which pregnancy had advanced, beyond the fact that it was early; but the clinical history indicates that the pregnancy probably terminated after three or four weeks, and that about five months elapsed between the occurrence of the pregnancy and the time of the operation.
In cases of tubal pregnancy, one of the most striking clinical signs is the scanty brownish discharge which is brought about by the disintregration of the uterine decidua as a sequence to the death of the emubryo; it is of interest that in this case there was no history of any such discharge, nor of the expulsion of a decidua. Further, there was *no history of acute pain such as accompanies the rupture of a tubal pregnancy.
Just over two years after the operation the patient obtained her long-cherished desire, and gave birth to a girl. The labour was quite normal. Since then there has been no further pregnancy.
Although cases of ovarian pregnancy have not the same element of novelty that they had in the early days that followed Mlle. Van Tusschenbroek's historical communication, they are still rare enough to warrant the publication of the present case; and I venture to think that this specimen is one of the most convincing among those that have been reported, from the fact that the ovarian capsule is unruptured, and that if this specimen stood alone it would constitute absolutely conclusive evidence as to the possibility of the occurrence of ovarian pregnancy.
The specimen consists of the right ovary, mesosalpinx, and Fallopian tube. The tube and mesosalpinx are quite normal, and devoid of adhesions. The tube is pervious to a bristle. The ovary is enlarged, and forms an oval sac about the size of a small hen's egg. It has a dark hue, its outer surface is ragged, owing to the attachment of filmy adhesions. The sac shows no sign of laceration or rupture, the outer roughened coat being entire.
The oval ovarian mass is of solid consistence; it resembles in appearance and solidity a good-sized peritubal h%matocele. It is, however, entirely an ovarian structure, and the normal anatomical relationships to the tube and mesosalpinx are undisturbed.
The specimen was preserved in Kaiserling-Pick's solution and a coronal section made through the entire ovary, thus dividing the specimen into nearly equal halves. The measurements of the flatcut surface are 2j in. in the vertical and 11 in. in the widest transverse diameter. A drawing has been made to show the characters of this cut surface ( fig. 1, Coloured Plate) . Attached to the mesosalpinx is seen a solid portion of ovarian stroma, measuring 1 in. by 1'75 in. Beneath this ovarian tissue, and lying in contact with it, is a haematoma measuring 11 in. by 2 in. This blood-clot is everywhere surrounded by a capsule of ovarian substance. The latter is extremely thin in places, but nevertheless shows no sign of having been ruptured. The centre of the clot shows a transverse irregularly crescentic cleft. The walls of this space have a smooth glistening lining. Showing large cleft seen in fig. 1 . A degenerate fcetal membrane forms the lining of the sac. No embryo could be found; it must have been absorbed. Hydramnios probably accounted for the large size of the sac. The shaded tissue represents blood-clot.
The one half of the specimen Aas been cut into two portions by a transverse section through its meridian. From these two thick segments serial sections have been prepared by a large microtome, in FIG. 4. Showing the vesicular stat3 of some of the villi. There is no syncytial budding. No Langhans's cells were seen. The villi lie in laminated fibrinous blood-clot. the hope of finding some portion of an embryo in the crescentic cleft above referred to. No sign of an embryo was discovered, but the microscopic section revealed the following points:
(1) The blood-clot is everywhere invested by a capsule of ovarian tissue (see fig. 2 ), showing no break in its continuity.
(2) The central crescentic cleft is lined by foetal membranes within which no embryo can be discovered ( fig. 3) .
(3) Ramifying throughout the greater part of the laminated clot are seen degenerate chorionic villi of large size. Some villi appear FIG. 5. Showing calcareous deposit in the blood-clot around some of the villi. It will be seen that these villi are near the ovarian capsule, but the latter is intact.
as stout fibrotic strands of tissue devoid of an epithelial investment. Others have undergone vesicular change ( fig. 4) : the mesoblastic core takes on a deep blue stain with logwood, which suggests the presence of;rmucin. Other villi' are surrounded by a calcareous deposit (fig. 5 ).
The mucoid degeneration of the chorionic connective tissue is not accompanied by any sign of active growth on the part of the syncytium. Langhans's cells are not to be seen. The epithelial investment of the villi has throughout suffered from degenerative changes, and the general tendency is for it to disappear.
(4) Decidual reaction is well demonstrated in the stroma of the inedullary portion of the ovary and also at the periphery (figs. 6 and 7).
Search has been made for lutein cells lining the capsule of this FIG. 6. Showing decidual reaction in the connective tissue cells of the medulla of the ovary. ovarian molar pregnancy, the fair assumption being that the gestation occurred within a ruptured corpus luteum. No lutein lamina, however, was found. Here and there. a few compact areas of large swollen connective tissue cells were seen at the periphery of the blood-clot, but it was impossible to say whether these were decidual or lutein cells: the probability is that they are decidual. The large size of the crescentic space which represents the collapsed amniotic sac, the thickness of the foetal membrane by which it is invested, together with the large size and multiple branching of the chorionic villi, made it hopeful that an embryo of considerable size would be found; for it is difficult to imagine that the villi would continue to grow after death of the embryo. In the absence of the latter, histological speculation on the age of the pregnancy would be FIG. 7. Sbowing decidual reaction of the connective tissue cells of the cortex of the ovary.
futile. The extensive degeneration, both mucoid and calcareous, which is seen in and around the villi, points to a considerable period of time as having elapsed between the death of the foetus and the date of tlie operation. When the large size and extensive branching of the chorionic villi are taken into account, it seems surprising that no trace of rupture of the ovarian capsule can be found. The large size of the crescentic space surrounded by foetal membrane might be explained by the occurrence of hydramnios-a condition common to uterine moles, and 10 Giles: Chorionepitheliomna not infrequent in tubal moles-but it is rare in tubal gestation to find such a marked development of large branching villi in the absence of rupture of the investing tubal sac.
This case is undoubtedly one of unruptured molar pregnancy, occurring within the stroma of the ovary.
Chorionepithelioma in a Woman, aged 50.
By ARTHUR E. GILES, M.D.
IN May of this year I saw, with Dr. Gurney Thompson, a patient aged 50. She had had nine children and four miscarriages, the last confinement (which was also the last pregnancy) being ten years ago. She stated that since the confinement she had not missed a period, and had not been even a day late, and that menstruation had been regular and moderate until the last three months; since then she had frequent slight losses. For a year she had been aware of a lump in the lower abdomen, and she described this lump as giving the sensation of falling over when she turned to either side. She suffered from constipation and flatulence, and for the last few weeks she had not been feeling well.
On examination the uterus was enlarged to the size of a four months' pregnancy; it was firm, with the consistency of a fibroid tumour. I made a diagnosis of uterine fibroid, and from the fact that the bleeding was only a recent feature I concluded that the tumour was mainly subperitoneal.
A few days later, at St. Thomas's Home, I did a hysterectomy. On cutting the uterus open afterwards, the tumour, which was the size of allarge orange, was found to be intra-uterine: it presented a large dark mass, suggestive of a markedly necrotic fibroid tumour; but at the same time the appearance was not quite like any fibroid tumour that I had come across, and I sent it to Dr. Dudgeon for examination. I thought it possible that a sarcomatous change might have taken place in the tumour.
I was very surprised, in view of the patient's age, to receive this report from Dr. Dudgeon: " The tumour had invaded the entire wall of the uterus. It is a chorionepithelioma. Chorionic villi are present amongst the masses of malignant cells." I wrote to Dr. Dudgeon, expressing mny surprise, and saying that I should like to see some slides, and to have the tum-our, in order to show it at the Royal Society of
